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Initial Comments

Facility Reported Inident of May 30, 2022
IL148053

Final Observations
Statement of Licensure Violations:

300.610 a)
300.1210 b)
300.3210 )

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in pperating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for

"Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest

| practicable physical, mental, and psychological

well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and preperly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.
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Section 300.3210 General

t) The facility shall ensure that residents are
not subjected to physical, verbal, sexual or
psychological abuse, neglect, exploitation, or
misappropriation of property.

| These requirements are not met as evidenced by:

Based on interview and record review, the facility
failed to provide one to one supervision to a
resident that was involved in prior physical
altercations. The facility failed to prevent R1 from
attacking R3 and R2 in the third-floor dining room
when R1 was under one-to-one supervision for

-an earlier incident.

This failure resulted in R3 requiring emergency
medical care and sustaining a fractured nose and
laceration to the head that required sutures.

This applies to 1 of 4 residents reviewed for
supervision and behaviors.

The findings include:

R1 is a 30-year-old resident, first admitted to the
facility on 1/4/22, with diagnosis to include
Schizoaffective Disorder, Anxiety, History of Self
harm and past substance abuse. R1 did not
return to the facility after discharge from the
facility to the hospital for psychiatric care post
incident of 5/30/22.

On 5/29/22, R1 was involved in an incident on the
third floor with RS,-in which RS reported R1 was
physically aggressive with R5. R1 was placed on
safety checks after this incident. R1 was also
involved in an incident involving physical
aggressive behavior with R6 on 4/19/22.
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